Dear Editor,

Extra pulmonary presentations with multidrug resistant (MDR) tuberculosis (TB) are uncommon forms of the disease, which warrant high degree of suspicion and strong laboratory back up. We report here a case of primary MDR cervical tubercular lymphadenitis.

A 32-year-old male patient presented with persistent glandular swelling around his neck for the past 2 months. One year back, he had taken antitubercular therapy for similar complaints. On completion of treatment, the swellings had reduced in size, but did not completely subside. After 2 months of completion of therapy, the swellings started to enlarge in size along with low grade evening rise of temperature.

On examination, the patient was found to be hemodynamically stable, with mild anemia and enlarged lymph nodes mainly around the submandibular and anterior triangle of the neck bilaterally. The nodes were non tender, painless, matted and adherent to the underlying structures. A few of the nodes also revealed pus points. He did not have any other groups of palpable lymph nodes and other systemic examinations were within the normal limits.

Laboratory examination revealed hemoglobin: 9.9 g/dl, total lymphocyte count: 4800/mm3, N56 L38M4E1B1 and fasting blood sugar: 96 mg/dl. His liver function tests, renal function tests were all within the normal limits. His Human Immunodeficiency Virus (HIV) status was negative for both HIV-1 and 2. The chest X-ray and ultrasonography abdomen were noncontributory.

The subject underwent repeated fine needle aspiration cytology from the lymph nodes, which revealed reactive hyperplasia. Subsequently, excisional biopsy of one of the lymph nodes was done and a part of the tissue was sent for culture for mycobacterial complex along with drug sensitivity testing (DST).

The excision biopsy of the lymph node was noncontributory, but culture revealed *Mycobacterium tuberculosis* complex DST revealed it to be resistant to isoniazid, rifampicin, streptomycin, ethambutol and ethionamide. Hence a diagnosis of MDR tubercular lymphadenitis was made and he was put on regimen based on the DST. After initiation of therapy, the subject improved dramatically and all the lymph nodes disappeared after completion of the full course of therapy (after 24 months).

The re-emergence of TB as a global health problem over the past two decades, aggravated by increasing multi drug resistance and extensively drug resistance, represents a serious problem in terms of both TB control and clinical management.\[[@ref1]\] Drug resistance is a \"man-made\" problem and is, thus, amenable to corrective action.

MDR-TB can become a formidable problem among HIV-infected patients but even in HIV positive patients, primary involvement of MDR-TB of extrapulmonary site is not so common. Among immunocompetent persons, extra pulmonary presentation of MDR-TB is rarer, although there are some case reports of extrapulmonary MDR-TB involving lymph node,\[[@ref2]\] peritoneum,\[[@ref3]\] meninges,\[[@ref4]\] spine,\[[@ref5]\] etc.

Unfortunately, the scenario does not seem to be reassuring, and the present subject is an example that we have still much to know about this disease. Furthermore, the emergence of 'totally drug resistant TB', i.e., resistant to all tested drugs for TB again highlights the fact that we still have much to learn about this killer disease.
